Professor Kessel's editorial (September 1996 jRSM, pp.481-2) clearly articulates the sentiments of many general psychiatrists toward the developing subspecialty of liaison psychiatry. Its frankness allows the arguments behind the often covert hostility to be openly debated.
Professor Kessel argues against the further development of liaison psychiatry on the basis that: (a) the evidence for its effectiveness has not been established, and (b) any such development would divert consultant psychiatrist time away from patients with 'the severest mental illnesses'. He further suggests that the development of liaison psychiatry has been driven more by dissatisfaction with the general psychiatrist's lot than by a well-made case of need.
He is right. The overall value of the Beneric liaison service has not been established by research and neither has costeffectiveness been demonstrated. Nor is it self-evident that funds allocated for the treatment of schizophrenia should be diverted to the care of general medical patients. He is also right in pointing to the crisis of morale in general psychiatry, from which many consultants are now desperate to escape.
He is also wrong. He appears to be ignorant of the proven efficacy of specific liaison psychiatry interventions'. He is wrong in assuming that liaison psychiatry services should be funded out of mental health budgets: they should nor'. General psychiatry is becoming an unattractive career path; but it cannot be made more so by the destruction of more rewarding alternatives.
The future of psychiatry is indeed uncertain but a reintegration with mainstream medicine and a setting aside of the isolationism of the alienist years will surely be part of that future. Wise consultant physicians and surgeons are looking hard at what specific contributions liaison psychiatry can make to medical care and are encouraging their managers to see such developments as a logical, and indeed essential, part of modem medical practice. Professor Kessel seems to regard liaison psychiatry as an esoteric specialty offering 'optional extras' to a basic psychiatric service, unaware that in areas where liaison psychiatry is established these services contribute a considerable proportion of the emergency psychiatric provision. For example, the general hospital accident and emergency department is the first point of presentation for an increasing proportion of psychiatric emergencies as more potential clients receive 'care in the community>!.
Michael Sharpe
It is estimated that 10% of deliberateself-harm patients eventually go on to kill themselves. Can it not be right that a specialty should seek to develop interventions to reduce this significant cause of mortality? Effective interventions are possible".
Kessel appears to live in a world, not inhabited by most of us, where general psychiatrists have free time to develop interests such as 'gastroenterology patients' and 'patients with cancer or with neurological disorders' yet he rightly states that most district psychiatry services already function with staffing levels too low to provide even psychotic patients with the best treatment. Fortunately, managers are also advised by our colleagues in the medical and surgical specialties and in accident and emergency medicine who are increasingly willing to vouch for the value of liaison psychiatry in their everyday work.
David Storer
Consultant Psychiatrist, General Infirmary at Leeds, Leeds LS1 3EX, England represents a more efficient method of providing a continuous service than the fragmented approach of a duty rota of senior or junior psychiatrists. This argument of administrative efficiency becomes more important when one considers the increasing dispersion 'off site' of general psychiatry services which are becoming increasingly community-oriented". While a rota of psychiatric firms may provide soine cover for the general hospital, it may not be as responsive or comprehensive as a dedicated liaison service, because of the conflicting pulls of hospital and community.
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The 'cost-offset' argument has perhaps been rather superficially discussed. There will be initial increases in net costs to purchasers when first establishing a liaison psychiatry service, as training staff and increasing the awareness of potential users of the service will take time. The cost-offset will undoubtedly have some 'lag period', but represents a long-term and sustainable benefit to all concerned. The degree of costoffset will vary, as some of our colleagues in the general hospital may already be highly proficient in managing patients with medically unexplained symptoms, liaison teams will have different levels of expertise and the level to which they are resourced will vary. The Colleges' report appears to be trying to address these various factors which will affect 'cost-offset', in its recommendations for service prOVISIon. The savings in inappropriate investigations, referrals and operations have been well described in several studies in the USA and Europe. There are unlikely to be such profound differences in service provision and financing of health services between these countries and the UK that the cost-offset argument cannot be applied to the UK, but admittedly firmer evidence is needed on the likely size of cost-offset from different service models.
The development of such services offers an opportunity for improved training in the general professional and specialist grades in the management of patients with the most complex physical and psychological problems; the service model of a rota of junior psychiatrists seeing such patients as part of õ
